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The objective of the present study was to compare three spe-
cialized treatment programs for post-traumatic stress disorder
(PTSD) in different Veterans Affairs medical centers, in terms
of the format of therapeutic services and the medications pre-
scribed for PTSD. Chart review methods were used to examine
medical records for 50 patients from each facility over a
6-month period. Results indicated that the medications pre-
scribed were fairly consistent across sites, although they were
not always consistent with treatment recommendations. Ther-
apy formats for two of the facilities were gquite different, with
one offering more case management services and the other
offering more intensive individual and group therapy services.
Additional research is needed to broaden our knowledge of
how PTSD is being treated currently and to study the effective-
ness of the treatment strategies being used.

Introduction

P ost-trawmatic stress disorder (PTSD) is a common psychiat-

ric disorder with a lifetime visk in the general population of

approximately 9%.° PTSD is even more cominon among Veter-
ans Aftairs medical center (YAMC) patients. For example. 30% of
Vielnam vetérans have mel criteria at some point.* and enor-
mous amounts of resources go 1o treatment of this disorder.
Treatment guidelines have recently been published and reflect
the wide variety of treatments that are being used and the lack
ol consensus regarding best praciices. Exposure therapy and
a number of medications, particularly the sefective serotonin-

reuptake inhibitors (SSRIs). have been relatively well researched
and found 1o be fargely elfective in civilian samples. However, no
single therapy has been found to be consisientiv effective for
veterans with PTSD.

Major questions remain regarding effective medications for
velerans with PTSD. There are only two Food and Brug Admin-
istration-approved medications for PTSD, namely. serlraline
and paroxetine. $SRls are considered the first-line agents for
the treaument of PTSD.® However. the evidence hal medications
are eftective for veterans with PTS[ is limited. For example. ina
small. double-blind. placebo-controlled study. van der Kotk et
al.® found fluoxetine to he much more elffective among civilians
than among veterans. Large. double-blind. placebo-comtrolled
studies using sertraline and paroxetine included too few veler-
ans o draw any conclusions.™ Double-blind. placebo-con-
wolled studies demonstrated the effectiveness of amitriptyline
and phenelzine among velerans with PTSD¥ but these medi-
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cations are rarely used in clinical practice, Most of the remain-
ing studies were open-label trials, which are generally not con-
sidered definitive.  Open-label studies demonstrated the
effectiveness of nefazodone'’ and olanzapine'? among veterans
with PTSD. Sernyak et al.'* found that. although 10% of their
sample of veterans with PTSD were being treated with neuro-
teptics, this was nel associated with improved outcomes. Al-
ihough it appears that most psychiatric medications have been
prescribed for veterans with PTSD. little is known regarding the
current slate of clinical practice with these patients.

There is similar ambiguily regarding the use of nonpharma-
cofogical therapy for velerans with PTSD. The options vary
widely and include exposure therapy,' insight-oriented thera-
py.** eve movement desensitization and reprocessing.'® support
groups and group psychotherapy,'™'® inpatient and residential
trealment. ' and individual therapy with a focus on support and
development of coping skills.* Although exposure therapy is
considered a first-line treatmeni for velerans with PTSD, not
evervone may be a candidate for this type of therapy and it is
unknown 1o what extent this therapeutic modality is used in
clinical practice. Similar issues arise regarding the modalities of
treatment, with some clinicians emphasizing individual ther-
apy, others emphasizing group work, and still others using
tess-intensive case management sirategies.

A first step toward a better understanding of what constitutes
eflective treatment for veterans with PTSD is (o ascertain what is
being done inn PTSD clinics al this time. In tenms of medication use,
preliminary studies within the Depariment of Veterans Affairs VA)
system identified relatively high rates of benzodiazepine prescrip-
lions [36%:5*! and more moderate use of antipsychotic medications
{10%}. "% In a mostly female. predominantly community mental
health center sample, primary medications prescribed for patients
with a PTSD diagnosis were benzodiazepines (54%). SSRI aniide-
pressants (32%), and “novel” antidepressants such as mirtazap-
ine. bupropion. and nefazodone (25%).% Studies with velerans
have not examined the broad range ol possible psychiatric medi-
cations beyond benzodiazepines and neuroleptics. None of the
previous studies investigated possible differences between treat-
merit centers within large mental health networks (such as the VA
svstem) or differences in the modality of psychotherapeutic ser-
vices. The current study compared medications used in the treat-
ment of PTSD at three geographically distinct VAMC clinics spe-
gializing in the treatment of PTSD. We also compared two of these
VAMC clinics to examine the modality of nonpharmacological ther-
apies provided for PTSD.

Methods

Existing computerized records at VAMCs allowed comparison
of types of treatments for FTSD across three different medical
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centers. Random samples of 30 records of patients receiving
ireatment in each of three specialized PTSD programs were
examined to assess the types of care provided during a 6-month
period and the types of medicatiens prescribed. Human subject
approval was obtained from the institutional review hoard at
each facility. The sites were chosen to vary in geographical
region (Midwest, Minneapolis VAMC: East, VA Boslon Health-
care System: South. Memphis VAMC). The programs at Minne-
apolis and Boston were similar in size and type of programming
provided: therefore. the modes of clinical contact [e.g., individ-
ual therapy, group therapy, case management. and medication
management) and medications preseribed were collecied at both
sites. The facility in the southern region was smaller; therefore,
only data on medications preseribed were collected. hecause
any variation in types of therapy provided would most likely be
attribuiable (o availability rather than treatment philosophy.

The study invalved two phases. The first phase consisted of
establishing infer-rater reliability in terms of classificalion of
types of elinical confact. Three slaff members were trained in the
classification system and then asked to classify 100 deidentified
progress notes taken from the compinerized medical records
system. The coding system provided acceptable inter-rater reli-
abilily {Cohen’s « ranged from 0.84 10 0.90 for rater pairs). In the
second phase. the records of 50 'patients at each of the three
facilities were randomly selected and examined. for a totat of 150
patients. The following information was recorded from each
recorc: number of therapy encounters of differemt types {e.g.,
individual, group, or medication management) during thc
6-month pertod from October 2000 to March 2001, medicalions
prescribed during the same period. diagnosis, service connec-
tion status, age. and ethnicity.

PTSD Preatment among VAMCs

We included only patients who had been enrotled in treatment
clinics for PTSD for at least the 6 monihs before the review. For
a more homageneous group of patients, only patients who re-
ported Vlelnam combal experiences were included in the study,
Exclusion criteria were current or lifetime chart diagnosis of
bipolar disorder. schizophrenia. delusional disorder. or psycho-
sis.

Results

Participants

The mean age of ihe patients surveved was 53 vears, and
there were no significant differences across sites. The Minneap-
olis sample consisted of 94% Caucasian. 4% African American.
and 2% Hispanic patients. The Boston sample included §5%
Caueasian, 15% African American, and 0% Hispanic patients.
Memphis reported 70% Caucasian, 30% African American. and
0% Hispanic patients. These differences in eihnic distribulions
were significant across sites.

Prescribed Medications
The types of medications prescribed were compared across all
three sites. Medications were first sorted into psychiatric and
nenpsychiatric categories. Psychiatric medications were further
categorized as shown in Table 1. Then. y* anadvses were used to
compare the proportions ¢f patients in each medication category
across sites, It should be noted that in some cases the expected
cell sizes were small. precluding the use of the * statistic.
Table | demonsirates that the vast majority {83-96% at each
site} of all patients were taking medications and the average

TABLE [
PROPORTIONS OF PATIENTS PRESCRIBED EACH CATEGORY OF MEDICATION ACROSS SITES

\h (il( ation Category

Medications Included

E’mpulll()ll Rcunm; Vi( dications {mean
total me (htmmns prese vibed)

‘-hnnmp:)lh .\Imnphm Hnsmn

©Any me (hc rll]ﬂI'I All 0.90 {5.38] 0.96 (5.90) 11,83 (6.05) ﬂ
i Nonpsychintric medication All exeept those listed below 0.64 {5.58) 0,90 {3.54) 0.65-(5.08) |
¢ Psyehluric medication {all Al medications Hsted below 0.88 (2.501 (.90 (2.249) 0.65"{2.59)
{ Antidepressant, SSRI Citalopram. fluoxetine. sentraline, paroxetine 0.30 0.51 .35
Antidepressant, tricvelic antidepressant Amitriptvline, doxepin. nortriptyline 0.08 0.08 .08
i Antidepressant. other Bupropion. mirtazapine, nefazodane, 0.40 0.34 041
venlafaxine
© Specilic antidepressant Trazodone (0.22 0.36 0.23 :
EAnxiolvic, benzodiazapine Clonazepam. diazepam, lorazepam. 0.28 0.28 0.31
OXAZEPAN, leMazepam
¢ Anxiolviie, other Clonidine, hydroxyzine (3.0R 0.20 n.02"
. Speeific anxiolytic Buspirone 0.08 0.16 0.08
i Antipsyehotie, typical Chlorproniazine, thiothixene 0.0 0.00 0.004 :
| Antipsyehotic, atypical Olanzapine, queliapine fumarate, (.08 0.02 0047
I risperidene
i Mood stabilizer Carbamazepine. divalproex, gabapentin, 016 0.14 022
i lamotrigine. lithiium carbonate
: Hypnotic Zolpidem (.34 0.04 0.007

Other ])‘a\(]lld{rlt medic mmn .02 - 0087

-~ 0.001.
T Q.01

p0.05.

Methylphenidate, nalirexone

¢ Expected cell frequencies 100 small for  analvsis.
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PTSD Treatment among VAMCs

number of medications was quite high. The proportions of pa-
tients taking psychiatric medications also were high across sites
{ranging from 65% to 96%). The mean number of medications
prescribed to patients who were receiving medicalions {any
medications. psychiatric medicalions, or nonpsychiatric medi-
cations) was approximately six across the three sites and did not
differ significantly among sites. The average medicated patient
was prescribed between two and three psychiatric medications.

The use of SSRIs was belween 30% and 54%, and antidepres-

sant medications were the most commonly prescribed class of
medications. The use of trazodone, an antidepressant that is
often prescribed for ils hypnotic properties, did not differ across
siles. Use of antipsychoiic medications was generally infre-
quent, whereas mood stabilizers were used more often [~20% of
the time} across all sites. Benzodiazepines also were quite com-
mon and were prescribed to nearly 30% of all patients across the
sites,

Services Received

The number and type of treatment sessions were collecied
from Minneapolis and Boston for comparison. Medical records
were examined and mental health service contacts were placed
in one of the {ollowing categories: case management, individual
therapy, medication management, group therapy, or other. The
mean number of contacts provided at each site was compared
with independent group t tests {Table 1I).

The two sites had equivalent average numbers of medication
management visits. Minneapolis had a greater number of case
management visits per patient. Boslon had a greater number of
individual therapy. group therapy and other types of visits.
When the specific sessions coded as "other” were examined, they
were found to be mostly for psychological assessment scrvices.

Discussion

It is interesting to note that, even with the lack of firm guide-
lines regarding pharmacological treatment of PTSD, there was a
great deal of similarity among the three VA sites in terms of the
medications being used. This included the total number of med-
ications and the types of psychotropic medications, antidepres-
sants, and benzodiazepines prescribed. Antidepressant medica-
tions were common across sites, with tricyclic antidepressants

TABLE I

MEAN NUMBERS OF SESSIONS PROVIDED ACROSS SITES FOR THE
G-MONTH STUDY PERIOD

| Ne. of Sessions

Session Type Minneapolis Boston
| Case management 1.98 0.14°
D Indtviduad therapy 0.88 7.14%
Medication managemeni 2.66 2.26
Group therapy 1.54 3.340
i Other 0.20 1407 .
! Total comacts 16.28¢

7.26

H

df = 98 for independent-groups 1 test,
4 p < 0.001,

b p < 0,05,

“p< 00l

*p < 0.0001.
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being niuch less common than SSRIs or other types of antide-
pressanis, I{ was surprising to find that SSRIs, considered the
first line of treaument for PTSD, were not prescribed more fre-
quently than other (non-tricyclic antidepressant) types of anti-
depressants {such as bupropion. mirtazapine. nefazodone, and
venlafaxine), The average number of medications was high (five
or more ai all three sites), probably reflecting the chronicily and
overall level of the pathological conditions of this group of pa-
tients. Despite a relative paucity of data regarding the effective-
ness of psychiatric medications for this group of patients, VA
clinicians clearly behave as though medications are indicated,
with most patients taking psychotropic medications rather than
being (reated with psychotherapy alone. The rates of benzodi-
azepine use were consistent with previous research with veter-
ans with PTSD* but substantially lower than the 54% prescrip-
tion rate noted for a largely female, civilian sample.? The
Minneapolis data were also similar o previous reports on rates
of neuroleptic use for this population.’

In terms of medication differences among the sites, Boston
clinicians prescribed psychiatric medications to fewer patients
than did clinicians at the other two sites. Memphis clinicians
more often prescribed clonidine and hydroxyzine (medications
that are often used off label to treal anxiety symptoms) and the
SSRI antidepressants. There was a nonsignificant trend for
those clinicians to prescribe more buspirone. Use ol the hyp-
notic zolpidem was almost nonexistent excepi in Minneapolis,
where it was commonly prescribed.

Clearly, the Minneapolis and Boston programs differed in the
intensity and types of conlacts they had with veterans with
PTSD. The Minneapolis clinicians saw patients less often overall
and relied less on group therapy or individual therapy and more
on case management. Although fewer patients at the Boston
VAMC were receiving medications, the mean numbers of medi-
cation management visits were similar across the sites. The data
on the Minneapolis and Boston programs suggest different pro-
gram philosophies. The Boston program relies more on thera-
peutic services and less on medication than does the Minneap-
olis pregram. In contrast, the Minneapolis program uses more of
a case management model, with less-intensive levels of contact.
The clinical implications of this difference in treatment maodali-
ties have not been investigated empirically in efficacy or effec-
tiveness research. and this represents a promising area for fu-
ture study.

The present study represents an initial investigation of the
tvpes of services offered for treatment of PTSD within an inte-
grated national service network. Results highlight both similar-
ities and differences in treatment approaches across regionally
diverse sites, The study is limited in terms of sample size, num-
ber of programs examined. and level of specification [or non-
pharmacological treatments, and it does not specifically rule out
cross-site differences in illness severity. Nonetheless, il suggests
some areas for further investigation and may encourage more
research into the types of services that are being provided and
the real-world cffectiveness of such services.
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